. Hospital-onset CDI (HO-CDI) was similarly defined but with stool collection after hospital Day 3. Hospital referral regions (HRR) were previously defined by the Dartmouth Atlas of Health Care, and represent 306 U.S. tertiary healthcare markets. Standardized infection ratios (SIRs) were calculated using separate multivariable models for CO-CDI and HO-CDI, accounting for facility-level factors, and resulted in a ratio of observed to predicted infections, similar to previously established methods. SIRs were aggregated within each facility by summing the observed and predicted events across each testing location (emergency department + observation unit [ED/OBS], inpatient), then aggregated by state or HRR by summing all facility observed and predicted events within the region.
Background. Clostridium difficile infection (CDI) is the most common healthcare-associated infection in the United States, accounting for almost half a million infections in the United States in 2011, and 29,000 attributable deaths. Fecal transplant centers are emerging all over the country, as options for therapy in severe and recurrent CDI. Currently, there is little data regarding how well matched the supply of infectious disease and fecal transplant providers are to the CDI demand.
Methods. Deidentified data about the number of board certified Infectious Disease physicians by zip code was obtained from the Doximity physician database, a resource which is up to date and refreshed monthly. The location of current Infectious Disease fellowships was obtained from the National Resident Matching Program public data. These were mapped using Google fusion tables and compared with CDI prevalence rates from data gathered via HCUPNET for National Inpatient Sample data. These were in turn compared with the spread of FDA approved centers to perform fecal transplants over the country.
Results. A total of 7,129 Infectious Disease physicians and 147 fellowship programs were identified. Our results indicate that Infectious Disease specialists and fellowship programs tend to be more concentrated in the Northeast and metropolitan areas in the Western regions of the United States, with parallel similar patterns noted in other specialties. CDI prevalence rates were highest in Florida, Texas and California, followed by New York and Illinois. This correlated well with the spread of fecal transplant centers, however, not with the spread of the infectious disease workforce.
Conclusion. The use of this novel social network mapping methodology approach to assess the Infectious Disease physician workforce has the potential of providing realtime data regarding their spread. These data may highlight a discrepancy between supply and demand which may need targeted rebalancing interventions that may include additional fellowship spots in"underserved' areas as well as financial and practice incentives. Interestingly, there appears to be a good correlation between spread of fecal transplant centers with the prevalence of Clostridium difficile cases, perhaps providing an example of an area where incentives are aligned to meet patient need.
Disclosures. All authors: No reported disclosures. Background. National data on pneumonia and influenza (P&I) morbidity is lacking for the U.S. nursing home (NH) population. Our primary objective was to determine the incidence of hospitalization due to P&I.
The National Burden of Pneumonia and Influenza in U.S. Nursing Homes
Methods. This retrospective cohort used nursing home Minimum Data Set clinical assessments and Medicare claims for U.S. nursing home residents. Any resident who stayed in a nursing home from January 1, 2013 through December 31, 2015 was included and classified as short-stay or long-stay (≥100 days in the home). Residents <65 years old or enrolled in an HMO plan were excluded. Hospitalizations due to P&I were identified in the first position on Part A claims (ICD9 diagnoses 480.xx-488.xx). Outcomes were reported for 2013-2014, to allow 1-year forward evaluation.
Results. The study cohort comprised 4.2 million NH residents with 2.9 (69%) million short stays. Mean age (SD) was 80.5 (8.4) for short-stays vs. 83.0 (8.5) years for long-stays. Long-stay residents were more likely to be female (66.3% vs. 60.4%), AfricanAmerican (10.9% vs. 6.6%) and Hispanic (4.1% vs. 2.8%). For long-stay residents, 23.7% had documented coronary artery disease, 23.2% congestive heart failure, 33.2% diabetes and 47.9% dementia. Incidence proportions are reported in Table 1 . Short-stay and longstay residents have a similar risk of hospitalization due to P&I at 1 year (4.1% vs. 4.5%).
Conclusion. The national incidence of one-year P&I hospitalization was 4.1 and 4.5% among short-stay and long-stay NH residents. Vaccination, prompt diagnosis and treatment, hand-washing and environmental cleaning are all important interventions which can further reduce the morbidity of this disease. Background. Patient sharing between hospitals and long-term care facilities (LTCF) is widespread. However, surveillance criteria for noncatheter associated urinary tract infection (UTI) vary by healthcare setting. Consequently, patients with identical features of UTI may meet criteria in LTCF but not in hospitals. A common definition that spans hospitals and LTCF may inform UTI surveillance efforts across healthcare facilities.
Methods. We performed a cohort analysis of all suspected UTI cases in women ≥65 years from 21 LTCF enrolled in a clinical trial evaluating cranberry capsules to reduce bacteriuria plus pyuria from August 2012 to October 2015. We applied 2017 hospital National Healthcare Safety Network (NSHN), 2012 LTCF NSHN, and proposed criteria (Figure 1 ) to all suspected UTI cases. Proposed criteria were derived a priori. Differences in the correlated proportions of UTI detected per criteria were assessed using McNemar's test.
Results. Of 350 suspected UTI cases, LTCF NSHN criteria detected more UTI (22/350, 6.3%) compared with hospital NHSN (15/350, 4.3%; P = 0.04) and proposed (15/350, 4.3%; P = 0.02) criteria (Table 1) . Half (11/22) of LTCF NHSN UTI included ≥10 2 CFU/mL of organisms from a catheterized urine as the microbiological criterion. Four UTI meeting LTCF NHSN or proposed criteria did not meet the hospital NHSN criteria because fever is only a listed clinical feature for patients ≤65 years.
Conclusion. Current hospital and LTCF NHSN criteria both have limitations. The hospital NHSN criteria exclude fever in older adults as a clinical feature. The LTCF NHSN criteria include insensitive microbiological criteria. Our proposed surveillance criteria address these limitations and may be generalizable to both hospitals and LTCF. 
